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cardia and necessitated 4 minutes of internal cardiac 
massage. Therefore full correction was not attempted at 
this time and the pulmonary artery band was tightened. 
Anatomic correction was performed at 15 months of 
age, involving an arterial switch, closure of the ventricular 
septal defect, and pulmonary artery reconstruction. The 
coronary arteries arose from the left posterior facing sinus 
via three ostia, as in case 2 of the original report. The right 
and circumflex arteries arose from the middle of the sinus 
and the left anterior descending artery arose eccentrically 
adjacent to the commissure between the left posterior and 
right posterior facing sinuses. She initially was easily 
weaned from bypass, but then the cardiac output dropped 
suddenly, necessitating a further short period of bypass as 
the heart was stunned. This was attributed to an air 
embolus in a coronary artery. 
The initial postoperative period was uneventful. She 
received epinephrine at a maximum dose of 0.08 tzg/kg 
per minute for 19 hours and dobutamine at a maximum 
dose of 7 /xg/kg per minute for 44 hours. She had no 
episodes of hypotension or bradycardia, nd echocardiog- 
raphy showed good function of the left ventricular poste- 
rior wall and apex. She was extubated 19 hours after the 
operation and was discharged from the hospital 9 days 
after the operation. 
Four months after the operation she became nonspe- 
cifically Unwell at home over a 48-hour period. She had a 
cardiac arrest and resuscitation was unsuccessful. 
Postmortem examination revealed some evidence of 
viral infection with mild generalized lymphadenopathy. 
Examination of the heart revealed large amounts of 
fibrous adhesions on th e epicardial surface of the heart, 
especially at the base. The lumen of the aortopulmonary 
tunnel was almost otally occluded by white old organized 
thrombus extending to the coronary ostia and through the 
full length of the baffle into the lumen of the aorta. The 
myocardium of the left ventricle showed a subendocardial 
layer of pallor that may have represented old fibrosis. 
This patient died of sudden cardiac arrest, probably 
after 2 days of cardiac ischemia, because of obstruction of 
the pericardial tunnel. We believe that the viral infection 
is coincidental. The autopsy showed the obstruction to be 
due to old thrombus, despite the fact that she had been 
well since the operation, with no evidence of ischemia 
clinically and no abnormalities on a resting electrocardio- 
gram 4 weeks before she died. We speculate that the old 
subendocardial fibrosis was due to the episode of cardiac 
arrest and cardiac massage when the pUlmonary artery 
band was tightened. It is unclear when the baffle throm- 
bosis occurred, and the episode of loss of output when she 
was being weaned from bypass must be suspected. How- 
ever, this theory is not supported by the uncomplicated 
postoperative course, the evidence of good biventricular 
function on echocardiography, and the lack of ischemic 
changes on the postoperative electrocardiogram. 
in view of this case we must recommend close postop- 
erative follow-up and early angiography after this proce- 
dure to investigate baffle patency, even in the absence of
any evidence of ischemia. Reassuringly, the two patients 
reported on originally are doing well. They have had 
cardiac atheterizations 25 and 28 months postoperatively 
that have confirmed bane patency (Fig. 1). 
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Extended survival with a porcine mitral 
valve bioprosthesis 
To the Editor: 
We are reporting what we believe to be the longest 
survival after mitral valve replacement (MVR) with a 
porcine bioprosthesis. The patient was operated on in our 
institution. 
A 57-year old woman had undergone MVR on March 
12, 1976, at the age of 38 years, with a 29 mm glutaralde- 
hyde-fixed Hancock I porcine bioprosthesis (Johnson & 
Johnson Cardiovascular, King of Prussia, Pa.). One year 
before her current admission, having previously been 
doing well, she began having progressive dyspnea, orthop- 
nea, and edema. A two-dimensional echocardiogram 
showed moderate stenosis with a 1.5 cm 2 prosthetic area, 
a transmitral gradient of 6 mm Hg, no incompetence, and 
tricuspid regurgitation with pulmonary hypertension (pul- 
monary artery pressure 45 mm Hg). The chest x-ray film 
showed vascular edistribution with a severely increased 
heart size, and the lectrocardiogram indicated controlled 
atrial fibrillation. 
Reoperation was performed on October 25, 1995, 19 
years after the initial MVR. The porcine mitral biopros- 
thesis was successfully replaced with a 29 mm St. Jude 
Medical valve (St. Jude Medical, Inc., St. Paul, Minn.), 
and tricuspid annuloplasty with a Gomez-Duran 31 mm 
ring (Medtronic Cardiovascular Surgery, Minneapolis, 
Minn.) was performed. On gross inspection, the explanted 
Hancock I porcine bioprosthesis was stenotic as a result of 
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fibrosis, pannus, and severe calcification. After gross 
examination, the manufacturers said that the left cusp was 
flexible and the right and noncoronary cusps were partially 
flexible. Tears and abrasions associated with visible min- 
eralization were noted on the inflow and outflow portions 
of the valve. The roentgenograms showed moderate areas 
of mineralization over all commissures and over the right 
cusp near the septal shelf. 
The Hancock porcine bioprostheses have a limited 
durability because of progressive structural deteriora- 
tion. 1-3 The findings in this case indicate that this valve 
performed very well for a bioprosthetic valve that had 
been implanted for almost 20 years in a patient. Occasion- 
ally, such devices may offer extended urability. 4 
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